
DIAA COVID-19 ATHLETE/COACH SCREENING FORM 
School:

Screener:

Name

Print

Time

Qualified 

Healthcare 

Professional:

Date:

Fever>100.4

yes         no

Cough

yes       no

Sore Throat

yes            no

Shortness of 

Breath

yes          no

Close Contact or Care with 

One with Covid-19

yes                          no


